In the light of recent fatalities and other unfortunate episodes where proper attention to medical evidence might have averted disaster, it is a timely moment to evaluate the sort of evidence paediatricians should present in child abuse cases and how to do so in such a way that it cannot be ignored, overlooked, or discounted. To make a maximum impact at case conferences and in court, it is essential that paediatricians are clear about three major issues:
(1) The nature of medical evidence in child abuse; (2) Since the only objective evidence that the child is being abused comes from the medical evidence, it should be central to any decision making. It will, however, only be so if the witness is clear of the strength of the case and understands how to present the information to the court. It is evident that for those children with more than one feature of abuse, the long term outlook is relatively poor, particularly when one of the features is growth failure and especially when catch up growth can be shown in hospital or in a foster home. In these cases, the paediatrician is entitled to conclude that on balance speech delay, or poor growth, or behaviour disturbance is due to inadequate rearing and that the long term consequences for the child if it continues to be reared in the same way are likely to be unfortunate.
This brings us to the crucial question of the nature of the evidence presented in court. In the first instance, the rules of evidence are those of the civil law. The paediatrician does not have to show beyond reasonable doubt that speech delay is due to neglect (a virtually impossible task) but merely on the balance of probability that this is so. Thus, a child who has failed to grow and shows speech delay in the absence of other causes can be said to be having its development avoidably impaired.
It is also important to recognise that some of the medical evidence is material, that is that the child has failed to grow, or is not talking, or has bruises etc; but that some of it is expert, that is the interpretation of the bruises, the relation between poor speech and growth failure, and the likely long term consequences if this is allowed to continue. It is vital that the consultant paediatrician should appear as a witness in cases of such complexity, and not a junior member of the consultant's staff. 
